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STD-Prevention Counseling Practices and Human Papillomavirus Opinions 
Among Clinicians with Adolescent Patients — United States, 2004 


In 2000, an estimated 18.9 million new cases of sexually 
transmitted diseases (STDs) occurred in the United States (/). 
Although young persons aged 15-24 years represented only 
25% of the sexually active population, approximately 48% of 
STD cases in 2000 occurred in this age group (/). The most 
common sexually transmitted infection in persons aged <24 
years was attributed to human papillomavirus (HPV) (/). 
Although the natural immunity of most young persons can 
clear HPV infections with no clinical consequences, certain 
infections persist and result in warts, precancerous changes, 
and invasive cancers of the anogenital region in both males 
and females. In 2000, an estimated 4.6 million new HP\ 
infections occurred among persons aged 15-24 years (/), 
resulting in expected direct medical lifetime costs of $2.9 bil 


lion (2). In June 2006, the Food and Drug Administration 


licensed the first I {P\ vaccine for females aged 9-26 vears for 
the prevention of cervical cancer (U.S. 2000 incidence rate: 
9.4 cases per 100,000), precancerous genital lesions, and genital 
warts associated with HPV types included in the vaccine (HPV 
6, 11, 16, and 18). Protection has been demonstrated for geni 

tal infections associated with HPV types included in the vac- 
cine; therapeutic efficacy for persons already infected has not 
been demonstrated.* To assess 1) STD risk assessment, coun- 
seling, and education practices of U.S. health-care providers 
during routine adolescent’ check-ups and 2) provider opin- 
ions regarding methods to prevent HPV acquisition, CD¢ 

and Battelle Centers for Public Health Research and Evalua 

tion surveyed clinicians who provided adolescent primary care. 
lhe results of this survey indicated that most of the clinicians 
assessed STD risk in their adolescent patients, addressed STD 


yrevention, and recommended various STD-prevention meth 
I I 





ods; however, clinician opinions varied regarding the effec 
tiveness of methods for preventing HPV infection and whether 
their patients would adopt these methods for the long term. 
Clinicians periodically should assess STD risk in their adoles 
cent patients and provide STD counseling and education to 
reduce the incidence of STDs in this age group at high risk. 
[he analyses described in this report resulted from a broader 
assessment of the knowledge, attitudes, and practices among 
U.S. clinicians regarding HPV infections and general STD 
practice (3). In May 2004, CDC mailed surveys to 5,386 
clinicians in seven specialties who commonly provide STD 
diagnosis, treatment, and prevention services.* Nationally rep 
resentative samples were drawn from databases that included 
members and nonmembers of the American Medical Associa 
tion, American Association of Physicians’ Assistants, Ameri 
can College of Nurse Midwives, and American Association of 
Nurse Practitioners. Clinicians were eligible for the survey if 
they practiced >8 hours per week in an outpatient setting, 
they provided routine checkups, and >20% of their patients 
were aged 13-65 years. Stratified sampling by specialty was 


conducted to enable comparisons among specialties. The sur 
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vey collected data on clinician demographic, practice, and 
patient characteristics; STD risk assessment, counseling, and 
education practices; and opinions regarding HPV infection 
prevention methods. Analyses were weighted to adjust for dis- 
proportionate sampling by specialty and nonresponse. Survey 
methods have been more fully described previously (3). 


[fo increase the response rate, the initial survey mailing 


included $50 cash, and up to four additional reminders were 
sent to the 5,386 clinicians sampled. After adjusting for ineli 
gibility, the overall response rate was 82%. For this study, analy- 
ses were restricted to the 2,958 (87%) respondents who 
reported providing routine adolescent checkups. 

Among the 2,958 clinicians, 84% reported practicing in a 
private setting, 83% were white, and 55% were male. Those 
surveyed reported practicing a median of 14 years; the major 
ity of their patients were female (mean: 69%), white (mean: 
69%), and privately insured (mean: 53%). Nearly all the 
clinicians (94%) reported previous experience in diagnosing 
STDs, with reported medians of five and six diagnoses of 
Chlamydia trachomatis infection and genital herpes during the 
preceding 12 months, respectively. Among the respondents, 
81% reported usually or always asking about the sexual 
behavior of their adolescent patients to assess STD risk. To 
prevent STDs, 90% of clinicians reported usually or always 
recommending that their adolescent patients use condoms, 
76% recommended practicing monogamy or limiting the 
number of sex partners, and 54% recommended abstaining 
from sex. 

Surveyed clinicians were asked their opinions regarding use 
of condoms, practicing monogamy/limiting number of sex 
partners, and abstinence as methods for both their sexually 
active adult and adolescent patients to prevent acquisition of 
HPV infection or HPV-related conditions (Table).4 Nearly 
all (95%) respondents believed that practicing monogamy o1 
limiting the number of sex partners was highly effective, and 
81% thought these practices were worthwhile to recommend 
to most patients. In response to another question, although 
91% believed that abstinence was highly effective for preven 
tion of HPV infection, 45% thought that abstinence was 


worthwhile to recommend. Among the clinician groups 


sampled, adolescent medicine and family practice physicians 


were significantly more likely to agree that abstinence was 
worthwhile to recommend than clinicians in all the other spe 
cialties combined (56% [95% confidence interval (CI) = 51% 


i) 
0 


61%] versus 36 Cl = 33%—39%]; odds ratio = 2.3 [CI 





Cm ' 

Participants were 1 pon ries of statements 
atients, it is worthwhile to recommend consistent condon 
highly ettec 


se from a five-point scale 


wree, agree, neither agree nor disagree, disagree, and strong 
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TABLE. Opinions of clinicians who provide routine adolescent check-ups regarding methods to prevent acquisition of HPV 
infection or HPV-related conditions in their sexually active adolescent and adult patients —- United States, 2004 





Agree method Agree method is worthwhile Agree most patients 
is highly effective to recommend to most patients will adopt method long term 


Method % (95% Cl*) % (95% Cl) % (95% Cl) 
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be provided during urgent-care visits and nonroutine visits 

required for sports, camp, and school participation (9, /0). 
lhe findings in this report are subject to at least four limi- 

tations. First, although estimates were weighted for 


nonresponse bias, whether practices of responders differed 
substantially from those of nonresponders is unknown. Sec- 
ond, survey responses were not compared with medical or 
counseling records that might document actual practices; sur- 
eyed clinicians might have reported practices that were more 


consistent with guidelines than were documented in their 


medical records or reported by their patients. Third, certain 
juestions about prevention methods did not distinguish 
veen sexually inexperienced and sexually active patients, 
ind prevention messages likely differed by patient sexual 
perience. Finally, general pediatricians who did not indi 


cate a specialty of adolescent medicine were not included in 


| Ie] ] | | ] 
the sample, although their patients might include large pro 


portions of idolescents 
Scientific data link HPV infection to cervical cance 


Screening tests for HPV infection and the new vaccine to pre 


nt infections from HPV genotypes that cause most cases of 


cervical HPV infection are now available, in addition to tra 


ditional Pap tests for precancerous and cancerous cervical 
| 1 4 J ¢ ) ft 

lesions. [he Advisory Committee on Immunization Practices 

] | 

ued provisional recommendations that this vaccine be rou- 

; 

tinely administered to girls aged 11—12 years and used for 

catch-up immunization in females aged 13-26 years.** Clini 


\ | " 1 1 11 
Clans should O« prepared CO discuss with their adolescent 


ents prevention of HPV infection and other viral and 


ial STD 


lo support clinician risk assessment and prevention coun 
in 


fection, CDC and others have updated online 


: : aa 
support mat webcast, HP\ 


www.phppo.cdc.gov/phtn/hpi ; a netconterence 


TrID Fr 
LIp ’ » ) 
fil’ y Cé a ncer, and Vi’ \ 

lh] 


, | 
uiabdle at http://www.cdc 


nip/ed/ciinc/hpv.htm. Materials regarding HPV infection 


' 
ited for patients ind the general public to 


increase aw of these topics and various prevention strat 


gies. An overview of HPV infection and information regard 


STDs is available at http://www.cde.gov/std/hpv, anc 
information regarding HPV vaccine is available at http: www 


hpv/detault.htm 
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Update: Guillain-Barré Syndrome 
Among Recipients of Menactra‘ 
Meningococcal Conjugate Vaccine — 
United States, June 2005- 
September 2006 


In October 2005, reports indicating a possible association 
between Guillain-Barré Syndrome (GBS) and receipt of men 
MCV4) (Menactra’, Sanofi 


Pasteur, Inc., Swiftwater, Pennsylvania) were made to the 


ingococcal conjugate vaccine 


Vaccine Adverse Event Reporting System (VAERS) (/). GBS 
is a serious neurologic disorder involving inflammatory 


demyelination of the peripheral nerves. During March 
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2005—February 2006, eight confirmed cases had occurred tality, CDC continues to recommend routine vaccination with 


within 6 weeks (i.e., the time window of elevated risk noted MCV4 for adolescents, college freshmen living in dormito 


for GBS after administration of other vaccines) after MCV4 ries, and other populations at increased risk (4 


vaccination (2,3). This report summarizes nine additional GBS ach of the nine most recent cases reported to VAERS was 


cases reported to VAERS during March—September 2006. This reviewed by a CDC medical officer and a cli 


, ' ' 
ilso provides a prelin inary ana SIS lata TI n vA ) tion rel iS ssment investigator 


the Vaccine Safety Datalink (VSD) since MC V4 becan confirn liagnosis of GBS. Of the nin 


definition (KS Kohl 


TABLE. Demographic and clinical characteristics for nine patients reported with Guillain-Barré Syndrome (GBS) after MCV4* 
vaccination — United States, March-September 2006 





Nerve Cerebrospinal 
fluid 


conduction ———— — 
Onset study White 
Age Date of interval consistent blood Protein Concomitant 
Patient Sex (yrs) State vaccination (days)' Signs and symptoms with GBS cells/uL mg/dL vaccines’ 


{ ' f 
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Mississippi, July 2006 
On July 31, 2006, an adolescent girl aged 16 years from 
Mississippi received MCV4 and human papillomavirus (HPV) 
vaccines. On August 13, she experienced numbness and tin- 
gling in her extremities. On August 25, she was evaluated by 
a neurologist for increasing weakness and subsequently 
admitted to the hospital. On physical examination, she was 
found to have absent reflexes bilaterally in the upper and lower 
extremities and had decreased muscle strength in the lower 
extremities. Nerve conduction studies were consistent for GBS, 
ind analysis of the cerebrospinal fluid showed the protein to 
be 59 mg/dL (reference range: 15—40 mg/dL) with no white 
blood cells. The patient received intravenous immunoglobu- 
improved, and was discharged on September 5. As of 
September 7, she still had residual weakness but was continu- 


ng to improve 


Case Characteristics 
linical data for other possible causes of GBS frequently were 
available when investigating the 17 cases of GBS after MCV 
vaccination. Campylobacter jejuni is a leading cause of gastroen- 
ritis and the most frequent antecedent pathogen in GBS cases 
»). None of the patients had reported diarrheal prodromes; 


however, many ( ejuni infections are asymptomatic. hree of 


17 patients had stool cultures; one was tested for C. jejuni, 
ind the results were negative. A serum sample from one of the 
result w: is Negative; no 


None ot the 


utients resided reported outbreaks of C. jejuni 


was tested for C. jejuni, and the 

serum samples were available for testing. 

s where the p 
during June 2005 September 2006. 

[he range of onset intervals (i.e., date of vaccination through 


1 
+ 


| ror the Cases Was 


cate of ons of 


et of adverse event 33 days, 


: - 

mean and median of 15 + days, respectively 
} 

. Using a temporal scan statistic, the cases were detet 

significantly clustered at onset intervals of 9-15 


than expected by chance (p = 0.012 [6 


Comparison of Rates 
Information from a m: nas red care organization within VSD 
indicates that ipproximately 24% of persons who have 
eived MCV4 are aged 11-19 years (CDC, unpublished 
2006). Theretore, analyses were limited to this age group 
and excluded two GBS cases in persons aged 30 years and 
ars. lo assess whether the VAERS reporting rate for GBS 
trer MC\ 


reporting rate Was calculated 


+ vaccination was higher than expected, the VAERS 
dividing the 15 confirmed 
GBS cases in persons aged 11—19 years with onset within 6 
weeks of vaccination by 


7.46 million person-months (i.e., 5.39 


million vaccine doses distributed to persons aged 19 years 


FIGURE. Number of cases* of Guillain-Barré Syndrome and 
interval between MCV4! vaccination and onset of neurologic 
events — United States, June 2005—-September 2006 


3 -——_ —EEE . os 


15 17 19 21 23 25 27 29 31 


Interval (days)” 


*N = 17, as of September 22, 2006 

Meningococcal conjugate vaccine (Menactra , Sanofi Pasteur, Inc 
. Swiftwater, Pennsylvania) 
“Cluster at 9-15 days statistically 
Statistics [5]) 


significant (p = 0.012; temporal scan 


multiplied by 6 weeks follow-up per dose). The resulting rate 
was 0.20 per 100,000 person-months. 

Che background incidence rate for GBS was estimated both 
from the Healthcare Cost and Utilization Project (HCUP), 
which is a multistate hospital discharge database, and the VSD 
database. Using 2000-2003 data from HCUP, the background 
incidence rate for GBS among persons aged 11-19 years was 
estimated 0.11 per 100,000 person-months. Based on 
HCUP data, the ratio of VAERS reporting rate of GBS 
after MCV4 vaccination to the background rate was 1.78 (95% 
confidence interval [CI] = 1.02—2.85). A separate analysis was 
performed, using a VSD background incidence rate of 0.11 
. based on 2000—2004 data and 
using a Poisson model to adjust for seasonal variation. Using 
these VSD data, the ratio of the VAERS reporting rate of GBS 
after MCV4 vaccination to the expected incidence rate was 
1.77 (Cl = 0.96—3.07 
analysis of MCV4 use based on VSD data 
revealed that, during March 2005—September 20, 2006, a total 


per 100,000 person-months 


Finally, an 


of 126,506 doses were delivered and no cases of GBS were 
observed among vaccine recipients aged 11—19 years within 6 
weeks of vaccination (0.2 cases would be expected during that 
period). During the same period, two cases of GBS were 


reported among an equal number of persons aged 1 1—19 years 
g | I g 


from a matched comparison group receiving preventive care 


and who had not received MCV4 vaccination. 

Reported by: £/ Woo, MD, R Ball, MD, M Braun, MD, Center for 
Biologic s I l aluation ana Re SCarcv Food and Drug y 1dmin, Row R1 ill 
Maryland. T Clark, MD, N Rosenstein Messonnier, MD, Div of 
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Bacterial Diseases; M Wharton, MD, National Center for Immunization 
and Respiratory Diseases (proposed); C Vellozzi, MD, S Campbell, 
MSPH, E Weintraub, MPH, R Davis, MD, Immunization Safety Office, 
Office of the Chief Science Officer, CDC. 

Editorial Note: Neisseria meningitidis is a major cause of bac- 
terial meningitis and sepsis in the United States. The case- 
fatality ratio for meningococcal disease is 10%-14% (4). 
Meningococcal disease also causes substantial morbidity; 1 1% 
19% of survivors have sequelae (e.g., neurologic disability, 
limb loss, or hearing loss). Although rates of disease are high- 
est among children aged <2 years, 62% of meningococcal dis- 
ease cases in the United States occur among persons aged >11 
years (4). During 1991-2002, the rate for persons aged 11 
19 years was 1.2 per 100,000 per year and was higher than 
the rate for the general population. The Advisory Committee 
on Immunization Practices (ACIP) has recommended MC V4 
vaccination for the prevention of invasive meningococcal dis- 
ease (4). 

In October 2005 and April 2006, CDC and the Food and 
Drug Administration alerted health-care providers about a 
possible association between GBS and MCV4 (J/,3). Since 
introduction of MCV4, a total of 15 cases of GBS have been 
reported in persons aged 11-19 years W ith onset W ithin OW eeks 
of MCV4 vaccination. The ratio calculated by using HCUP 
data, but not VSD data, to define the background incidence 
rate, suggests a statistically significant increased risk for GBS 
after vaccination with MCV4. 

Che completeness of GBS reporting to VAERS, a passive sut 
veillance system (7), is unknown. If underreporting to VAERS 
of GBS after MCV4 vaccination has occurred, the risk would 
be higher than estimated in this report. In addition, VSD has a 
limited ability to detect rare health events such as GBS; there 
fore, not finding any cases after vaccination in this population 
aged 11-19 years should not offer substantial reassurance 
regarding the safety of MCV4. Finally, the timing of onset of 
neurologic symptoms within 1—5 weeks of vaccination among 
reported cases continues to be of concern. 

Using the HCUP background incidence rate and assuming 
the ratio of 1.78 accurately represents the true magnitude of 
increased risk after MCV4 vaccination, the number of excess 
cases of GBS for every 1 million doses distributed to persons 
aged 11-19 years is approximately 1.25 (Cl = 0.058—5.99). 
However, substantial uncertainty exists regarding the risk es 
timate, using either the HCUP or VSD background incidence 
rate. Furthermore, no surge in the frequency of GBS reports 
to VAERS was noted after either the October 2005 or April 
2006 CDC reports, as might be expected if underreporting 
had occurred (e.g., after alerts for intussusception associated 
with RotaShield™ vaccine [8]}). 


GBS is a rare illness, regardless of etiology; expected inci- 
dence rates for GBS are not precisely known, and the avail 
able data cannot determine with certainty whether MCV4 
increases the risk for GBS. Ongoing evaluation of GBS after 
MCV4 vaccination is being performed using VSD data. A 
larger study will be necessary to provide a more definitive 
assessment, but any such study likely will take several years to 
accumulate cases and attain sufficient statistical power. 

In May 2005, CDC recommended routine vaccination with 
MC V4 of adolescents, college freshmen liv ing in dormitories, 
and others at high risk for meningococcal disease (4). How 
ever, CDC recommends that persons with a history of GBS 
not receive MCV4, although persons with a history of GBS at 
especially high risk for meningococcal disease (i.e., microbi 
ologists routinely exposed to isolates of Neisseria meningitidis) 
might consider vaccination. Given the data in this report, ACIP 
will review the current recommendations for MCV4. A Vac 
cine Information Statement and fact sheet providing infor- 
mation on the vaccine and reported GBS cases is available at 
http://www.cdc.gov/nip/publications/vis/default.htm. An 
updated fact sheet for health-care workers on GBS and 
Menactra ts available at http://www.cdc.gov/nip/vacsafe 
concerns/gbs/menactra.htm. Because of the ongoing risk for 
meningococcal disease and the limitations of the data indicat 
ing a small risk for GBS after MCV4 vaccination, the addi 
tional cases reported here do not affect or change current CD( 
recommendations (4). 

CDC encourages all persons to report cases of GBS or any 
other clinically significant adverse events associated with 
MC V4 or any other vaccination to VAERS. Reports may be 
submitted securely online at http://www.vaers.hhs.gov or by 
fax at 877-721-0366. Reporting forms and additional infor 
mation are available at telephone, 800-822-7967. 
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Vaccination Coverage Among 
Children Entering School — 
United States, 2005-06 School Year 


One of the national health objectives for 2010 is to achieve 


sustain >>' 


i i | ! 
ndergarten through first grade for the following vaccines: 


1 
vaccination coverage among children in 


vaccine diphtheria and tetanus toxoids and per 
diphtheria and tetanus toxoids and acellular 

or diphtheria and tetanus toxoids vaccine 
poliovirus (polio) vaccine; measles 

es; and varicella vaccine (/). To 
ge among children entering 


zed from reports submitted to 
District of Columbia (DC) for the 
1005—06 school report summarizes the results of 


| 
ated that coverage for each vaccine 


in more than half of the 


ng kindergarten. Of the 
for polio vaccine, DT P/DTaP 


TABLE 1. Number and percentage of states reporting >90% or 
>95% vaccination coverage among children entering kinder- 
garten, by vaccine — United States, 2005-06 school year 


States* reporting 
>90% coverage 





States* reporting 
>95% coverage 





Vaccine No (%) No. (%) 








vaccine, measles-containing vaccine, and rubella-containing 
vaccine; 46 reports included coverage for mumps-containing 
vaccine; 43 reports included coverage for hepatitis B vaccine; 
and 41 reports included coverage for varicella vaccine (Table 2). 

All states based their assessments, in part, on public schools; 
in addition, +7 states assessed private schools, and 17 states 
assessed home schools. In 2005—06, 11 states reported aSSe€SS- 
ments based on 100% of children entering kindergarten in 
public, private, and home schools; in the 2004—05 school year, 
five state reports included all school types (2). Although many 
States conducted a census of all students in the schools they 
assessed, five states selected a random sample of schools, stu- 
dents, or both to determine coverage rates. Health depart- 
ments reviewed immunization records to assess coverage in 
six states, relied on self-reported coverage from schools in 29 
states, and used some other methodology (e.g., reports from 
health departments and school personnel) in 14 states. 

Four of the eight U.S. territories that receive federal immu- 
nization grants also reported data for the 2005—06 school year. 
All four reports included coverage for polio vaccine; 
DTP/DTaP/DT vaccine; measles, mumps, and rubella vac- 
cines; and hepatitis B vaccine (Table 2). Two U.S. territories 
reported coverage for varicella vaccine. The percentage of chil- 
dren surveyed by the U.S. territories ranged from 10% to 
100%. Both public and private schools were included in the 
assessments, and varying methods were used to assess cove! 
age (e.g., self-reports, health department audits, and vaccina 
tion registries) 

lo determine coverage, state or territory up-to-date status 


] ] ~ | 
was used rather than number of doses received because the 


number of doses required to be up-to-date varies depending 
on timing of vaccinations, area requirements regarding num 
ber of doses, and brand of vaccines. National and territorial 
estimates of coverage were calculated by weighting each state's 
or territorys coverage estimate according to the size of the 
kindergarten enrollment for 2005—06. 

P 


Coverage for the newest recommended vaccine included in 


the assessment, varicella, was reported as >95% in 29 (57% 
71%) states and DC (Table 1 


Coverage for other vaccines was higher, ranging from 31 (61% 


states and DC and >90% in 36 
states with >95% coverage for measles and hepatitis B vaccines, 
to 34 (67%) states with >95% coverage for DTP/DTaP/D1] 
vaccine, 

Varicella coverage was <95% in the two territories (Puerto 


Rico [89%] and the Virgin Islands [88%]) that reported vari 


cella coverage. Vaccination coverage 95% was reported for 


hepatitis B by Mariana Islands and Puerto Rico. Coverage levels 
I 


in the reporting territories for all other vaccines were <95%. 








Vol. 55 / No. 41 MMWR 1125 





TABLE 2. Estimated vaccination coverage among children enrolled in kindergarten, by vaccine and state*/territory — United States, 
2005-06 school year 





% Polio DTP/DTaP/DT Measles Mumps Rubella Hepatitis B Varicella 
State/Territory surveyed' (%)5 (%)" (%)** (%)** (%)58 (%)™ (%)*** 
United States _ 95.7 95.5 95.4 95.9 95.9 96.0 96.0 


Alabama 100.0 95.1 95.1 95.1 95.1 95.1 ) 





Alaska 93.2 98.8 98.3 


7 ¢ O5 4 


Arizona 9.3 ) 


Arkansas 


Massachusett 
Michigar 

Minnesota 
Mississipr 


A 


ssour 


ontana 





doses 1umMps-< 
> doses ibella-containir 
Joses of hepatitis B vac 

One or ) > doses of varicella vac ne r history ¢ 


Did not re vaccination coverage to CDC during 2 
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Repor ted by: 


yf reporting states indicate 


Editorial Note: 
Dp 
nes recommended by 
ion Practices (ACIP); the 
toward this goal. How 


r kindergal 


attending private schools or home schools were not sury eved 
by all states. The difference in vaccination rates between chil- 
dren schooled at home and children in public or private school 
environments is unknown 

Additional information about assessing and reporting vac- 
cination coverage among children entering school is available 
at http://www.cdc.gov/nip/coverage schoolsurv/overview.htm. 
The schedule of recommended vaccinations for children is 
available at http://www.cdc.gov/nip/recs/child-schedule-4pg- 
landscp.pdf. 
References 
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BOX. History of national varicella surveillance and related 
events — United States, 1972-2004 





Year Surveillance milestones 
1972 Varicella becomes a nationally notifiable disease. 


Varicella is removed from the national notifiable 


diseases list.” 


Varicella vaccine is licensed and recommended fot 


routine childhood vaccination in the United States. 


Council of State and Territorial Epidemiologists 
CSTE) recommends that states establish some 
form of ongoing systematic morbidity surveillance 
and that varicella deaths become nationally noti 


fiable, with implementation on January 1, 1999, 


CSTE recommends including varicella in the 
National Notifiable Disease Surveillance System 
by 2003 and establishing case-based surveillance 
in all states by 2005, with implementation on 


January 1, 2003. 














monitor the effect of the vaccination program on the chang 


ing epidemiology of varicella disease, every state should now 
be conducting case-based surveillance for varicella. This is 


particularly important in light of the 2006 recommendation 


by the Advisory Committee on Immunization Practices for a 
routine second dose of varicella vaccine for children aged 4—6 
vears because enhanced surveillance is needed to further moni 


tor varicella epidemiology. 


] 


In September 2004, a self-administered survey was distril 


) 
t 


uted to immunization program managers In all 50 states, the 


District of Columbia (D¢ ind five cities (Chicago, Illinois: 


New York, New York; Philadelphia, Pennsylvania; Houston 
lexas; and San Antonio, Texas). The survey included ques 


tions about varicella reporting and surveillance practices, 
existing or planned legislation mandating varicella reporting, 
and barriers to and strategies for implementing varicella case 
based surveillance. 
For the surve\ 


| 


case-based surveillance was defined as the 
collection and reporting of data on individual cases of vari 
cella. Statewide case-based surveillance was defined as solici 
tation of varicella case reports from any reporting source within 
the state, including but not limited to health-care providers, 
hospitals, and schools. Sentinel-site case-based surveillance was 


defined as the solicitation of individual varicella case reports 


from designated reporting sites, such as selected physician of 


fices or schools. Mandated varicella reporting was defined as 


the existence of a reporting law or regulation requiring 
reporting of varicella cases to public health officials. 
Fifty-one (91%) of the 56 jurisdictions responded to the 
survey, including 46 states (all but Alaska, Mississippi, 
Nebraska, and New York), DC, and four cities (Chicago, New 


York, Philadelphia, and San Antonio). Twenty-three (45%) 
of the respondents (from 19 states, three cities, and D¢ 

reported having established Case -based surveillance. Of the 
19 states, 15 reported that they had implemented statewide 
reporting, two reported that they received reports only from 


ey 
sentinel sites, and two did not respond regarding methods for 


case-based surveillance. Of the three city respondents report 
ing establishment of case-based surveillance, one was located 
in a state that reported having established case-based surveil 


lance; the other two cities were in states that were planning to 
implement case-based surveillance. DC received reports from 
throughout the jurisdiction. Seventeen (33%) of the respon 
dents indicated that they were planning to implement cas« 
based surveillance, although the time frame for implementation 


was unknown (Figure 1). 


The respondents who reported that they had established 
case-based surveillance stated that they were receiving v: 
cella case reports trom hospitals 70% ot respondents , emer! 
gency departme nts (68%), outpatient clinics (68% , physician 
offices (68%), laboratories (68%), elementary and high schools 
, and day care facilities (52%). Thirty 


>1 respondents reported that they had 


’ colleges (58% 
mandated 


ase reporting, including 26 states, DC, and three 


cities; two of the cities are in states that reported having vari 
] 1 


cella reporting laws. Twenty-one (70%) of these 


| 30 jurisdic 


FIGURE 1. Status of varicella case-based surveillance (CBS) 
in public health jurisdictions (N = 55)* — United States, 2004 
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id implemented case-based surveillance, but only four 
of the 21 jurisdictions without mandated varicella re- 
had implemented case-based surveillance. 
queried about the various varicella incidents that are 
ted (e.g., outbreaks, deaths, individual cases, adult hos 


itions, child hospitalizations, laboratory-confirmed 


nd aggregate cases), a greater proportion of respon 


ym jurisdictions with a reporting mandate stated that 


being informed about hospitalizations, laboratory 
| 


cases, and agereg 


ite cases than respondents from 
without a mandate. However, outbreaks and 
reported most frequently and at nearly the same 


lless of a reporting mandate; 90% of outbreaks and 


ths were reported from states with varicella report 


yutbreaks and » of deaths were 


rout varicella reporting mandates 


ned about barriers to and strate 
] 1 
ise-based surveillance. The 
vas lack of staffing resources 
; ; 
tied other barriers, including 


1 


nandat 16' difficulty estab 


1! l l 
irveillance among local health 


partners (10%), the pet 


is enougn to De reported + 


1 


FIGURE 2. Percentage of public health jurisdictions (N = 51)* 
reporting varicella incidents, by incident type and presence or 
absence of a varicella reporting mandate — United States, 2004 


The most frequently cited successful strategy in facilitating 
case-based surveillance implementation was partnering with 
the reporting community (i.e., groups that report varicella 
cases, such as physician groups, day care centers, or school 
nurses) through meetings, e-mails, and newsletters (41%). 

Reported by: F Averhoff, MD, L Zimmerman, MPH, R Harpaz, 
MD, D Guris, MD, Epidemiology and Surveillance Div, National 
Center for Immunization and Respiratory Diseases (proposed); A Rue 


VPH, EIS Officer, CD¢ 


Editorial Note: The results of the survey described in this 
report provide a snapshot of case-based varicella surveillance 
implementation in the United States in 2004 and help inter- 
pret trends in surveillance data as case-based surveillance imple- 
mentation increases. The findings suggest that substantial 
progress has been made toward the implementation of case 
based surveillance as recommended by the CSTE in 2002; 
however, 28 jurisdiction respondents still had not implemented 
case-based surveillance as of 2004. In 2006, 31 jurisdictions 
are conducting case-based surveillance for varicella. 
Implementation of a national varicella vaccination program 
in 1995 resulted in reestablishment of national varicella sut 
veillance. In 1995, only 17 states were reporting varicella to 
NNDSS, and levels of reporting in states that had reported 
continually since 1970 had been declining In 1995, CD( 
initiated support for active surveillance in three geographic 


ireas in the United States; two of these sites continue to pro- 


: 
vide data that have demonstrated the effect of the vaccination 
| 


program and the changing epidemiology of varicella disease. 


hese geographic areas have vaccination coverage that is highet 


than the national average and is therefore not representative 


of the U.S. population (4). Supplementary surveillance data 

trom national varicella mortality reports and outbreak Inves 

igations provide additional information. However, mortality 
j } 


| | 
reports measure only severe disease. In addition, although out 


re ik investigations provide critical data about Vaccine 


’ 1 
effectiveness, they provide more limited data on varicella epi 


demiology. Because numbers of infected persons usually are 


=e ee wveniosnd ond Niainade tas 
Smal not all outbreaks are investigated, and the settings in 


l | l ] ! ] 
which they are investigated are inconsistent, leading to vari 
ible findings. Although morbidity and outbreak data have 
been important for guiding the varicella vaccination program 
during the initial years of implementation, more complet« 
national data are necessary to maintain an effective and effi 
e 1 
cient vaccination program. Case-based surveillance is neces 
1 
sary to 1) assess the effect of vaccination on the epidemiology 
of varicella, including changes in age distribution and severity 
ee oe weal a ae wi 
OT Cases; 2) evaluate the proportio 1 OF Cases 1Nn persons who 
. | | ? 
are vaccinated (i.e., breakthrough disease); and 3) assess and 


monitor vaccine effectiveness. 
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Because the considerable number of cases in the early vac- 
cine era made case-based surveillance impractical in states with 
limited resources, CSTE initially did not recommend imple- 
mentation of case-based surveillance in 1995. As a first step 


to implementing national surveillance, varicella deaths became 


reportable in 1999 (5), and states were also encouraged by 


CSTE to establish some form of morbidity reporting (6). In 
2002, with rapidly decreasing varicella rates (4), CSTE rec- 
ommended that national case-based surveillance be imple- 
mented by 2005 (7). 

States with mandatory varicella notification more frequently 
reported implementing case-based surveillance and receiving 
reports of varicella incidents. Reports of deaths and outbreaks 
were less affected by the presence or absence of reporting man- 
dates in the jurisdiction and were the most frequently cited 
type of report received by public health officials. In addition 
to the lack of mandatory reporting laws, other barriers to the 
implementation of case-based surveillance, such as insufficient 
staffing resources, were identified. 

\ gradual approach to full implementation of case-based 
surveillance might mitigate the burden of implementation on 
jurisdictions. CSTE has previously recommended that states 
consider initiating case-based surveillance using sentinel-site 
surveillance if statewide case-based surveillance was not fea 
sible initially. Case-based surveillance might also be initiated 
by collecting only data for key variables (e.g., age of the patient, 
varicella vaccination history, and severity of disease). Collect- 
ing and analyzing this information locally will enable juris- 
dictions to monitor their own programs. When feasible, 
jurisdictions can incorporate additional variables, such as other 
symptoms, complications, and diagnostic laboratory data. 

While states have been planning and implementing vari- 
cella case-based surveillance, CDC has been developing an 
electronic system capable of accepting individual case reports 
through NNDSS; this system is expected to be operational in 
2006. These data will allow for the monitoring of national 
trends and will help guide national varicella vaccination policy. 

\s a guide for case-based varicella surveillance, a new vari 
cella worksheet is available from CDC at http://www.cdc.gov 
nip/diseases/varicella/default.htm. State and local public health 
officials with questions regarding implementation of case-based 


surveillance can contact CDC by telephone, 404-639-8230 
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Errata: Vol. 55, Nos. 38 and 39 


In issue No. 38, on page 1051, in Table II, “Provisional 
cases of selected notifiable diseases, United States, weeks end 
ing Septembet 23, 2006, and September 24, 2005 (38th 
W eek),” errors occurred in data reported for Hepatitis (\ iral, 
acute) by type: B. 

In the column, “Cum 2006,” the entry for United States 
should read 2,803; for Mid. Atlantic, 295; and for New York 
City, 60. 

In issue No. 39, on page 1079, in Table II, “Provisional cases 
of selected notifiable diseases, United States, weeks ending Sep 
tember 30, 2006, and October 1, 2005 (39th Week),” errors 
occurred in data reported for Hepatitis (viral, acute) by type: B. 

In the column, “Cum 2006,” the entry for United States 
should read 2,943; for Mid. Atlantic, 310; and for New York 
City, 60. 


Erratum: Vol. 55, No. 40 


In the report, “Prevalence of Doctor-Diagnosed Arthritis 
and Arthritis-Attributable Activity Limitation United 
States, 2003-2005,” on page 1092, in the fourth paragraph, 
the third sentence should have read, “Second, the cross 
sectional study design does not permit determining the tem 
poral sequence of arthritis onset and selected characteristics 


(e.g., obesity or physical inactivity 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Median Serum Cotinine Levels in Nonsmokers, by Age Group — 
National Health and Nutrition Examination Survey (NHANES), 
United States,1988—1991 through 2001-2002 


was conducted in two phases: October 1988-—September 1991 


r 1991—September 1994. Additional information is available at 


4 metabolite only of nicotine. Among nonsmokers, the presence of cotinine in serum indicates 
condhand tobacco smoke. From 1988-1991 through 2001—2002, median serum cotinine levels 
74% in children aged 4—11 years, 79% in persons aged 12-19 years, and 83% in persons aged 
iggesting a substantial reduction in the exposure of the U.S. population to secondhand tobacco 


>€ 


SOURCE: Pirkle JL, Bernert JT, Caudill SP, Sosnoff CS, Pechacek TF. Trends in the exposure of nonsmokers 
the U.S. population to secondhand smoke: 1988-2002. Environ Health Perspect 2006;114:853-8 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending October 14, 2006 (41st Week)* 





5-year 
Current Cum weekly _TOtal cases reported for previous years 
Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No. 
Anthrax 1 0 B) 
Botulism 








inspecified) 
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TABLE Il. Provisional cases of selected notifiable diseases 


(41st Week)* 


, United States, weeks ending October 14, 2006, and October 15, 2005 

















Chiamydia' Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States ] 51 1,643 6,459 253 7 594 3,806 5,986 
New England 8 4 30 242 293 
N N 27 27 69 
N N 4 32 25 
14 88 131 
4 37 3 
€ 14 7 
Ni : AA 4 
’ ) 44 
Mid. Atlantic 444 439 404 
N N 441 134 oC 
N ) 74 
; N R 594 294 
E.N. Central ) 124 1.4 
4 98 ) 
W.N. Central 4 
f } 
S. Atlantic 818 
38 ( f 
164 € 
E.S. Central 4 9 
W.S. Central 204 } 
Mountain 13 
h 8 
v N 1c r 
38 
Pacific 417 6 ) 
1 4 
h 58 ' 
U U U 
\ U U 
N N N N 
t i ja unt Med: Mediar Max: Max 
iC i af 
f t tr ND eillan Syster NEDSS 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 14, 2006, and October 15, 2005 
(41st Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2005 week Med Max 2006 2005 








United States 224 324 1 13,190 15,092 3,909 6.519 14,136 259,144 258,672 19 4 14 1,608 


New England 


Mid. Atlantic 


vVew 


E.N. Central 


W.N. Central 


Ka 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 14, 2006, and October 15, 2005 
(41st Week)’ 





Hepatitis (viral, acute), by type 
A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 











United States 4 68 4 3,31 4 84 597 3,183 4,11 63 44 27 1,786 


New England 


Mid. Atlantic 





E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 14, 2006, and October 15, 2005 
(41st Week)* 





Lyme disease Malaria 
Previous Previous 


Current 52 weeks Current 52 weeks 
Reporting area week Med week Med Max 











United States 131 2 2.153 3 3 10 


New Englan 
Connecticut 


Maine 


E.N. Central 


ndiana 


MA 
} 


W.N. Central 
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S. Atlantic 
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Mountain 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 14, 2006, and October 15, 2005 


(41st Week)* 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 
52 weeks 
Med Max 


Cum Cum 


2006 


Current 


Reporting area week 


Previous 
52 weeks 
Med Max 


Current 
week 


Current Cum 


week 


Previous 
__52weeks Cum 
Med Max 2006 





2005 


,) 


United States € 
New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


7 t kK 


W.S. Central 


Mountain 


Pacific 
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2,877 10,218 
970 
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Med: Median Me 
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NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 14, 2006, and October 15, 2005 
(41st Week)* 





Rabies, animal Rocky Mountain spotted fever Saimonellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 2 11¢ 174 4,859 4,906 51 39 246 1,700 1,369 660 803 2,291 31.890 34,468 











New England 12 2 546 587 2 } } 14 i( 403 
Connecticut é 1é 165 ( ( 

Maine ) 7 a9 

Massachusetts 178 

New Hampshire 1 C 5 40 

Rhode Island 1 


Vermont 


Mid. Atlantic 
New Jersey 

New York (Up 
New York Cit 


Pen 
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E.N. Central 
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AlaDal 
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V >!Pt 
T 
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Arkar 





f Northern Mariana Isl 
No reported cases No e Cum: Cumulative year > counts Vied: NV Max: Maximun 
Jata for reporting 


jJata reported through the National Electronic Disease Surveillance System 


year 2006 is provisio 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 14, 2006, and October 15, 2005 
(41st Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 





Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 





1,013 9,403 11,678 25 90 283 


United States 31 5¢ 29 2 34 2 505 34 44 


264 1 4 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 14, 2006, and October 15, 2005 
(41st Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages Syphilis, primary and secondary Varicella (chickenpox) 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week 2006 2005 week Med Max 2006 2005 week Med Max 2006 


United States 32 52 33¢ 2,022 2,077 € 17 334 921 6,656 441 802 








New England 1 4 30 5 5 4 33 162 14 
Connecticut J 0 7 U 7 ) 11 4 34 
Maine 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 14, 2006, and October 15, 2005 
(41st Week)* 





West Nile virus disease’ 





Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 











United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


W.S. Central 


Mountain 


Pacific 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending October 14, 2006 (41st Week) 





All causes, by age (years) 


All causes, by age (years) 





All 
Ages 





Reporting Area 


>65 | 45-64 


sailed nal <1 





P&i' 


Total Reporting Area 








New England 474 
Boston, MA 38 
Bridgeport, CT 40 
Cambridge, MA 14 
Fall River, MA 20 
Hartford, CT 48 

well, MA 1€ 

1M 
nw Bedford, MA 
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Mid. Atlantic 


W.N. Central 


328 113 
95 30 f 2 


11 
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All 

cm >65 | 45-64 | 25-44 | 1-24 | <1 
34 S. Atlantic 1,113 676 282 94 33 ; 
‘ Atlanta, GA 161 97 36 18 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals October 14, 2006, with historical data 





Ratio (Log scale) 





Notifiable Disease Data Team and 122 Cities Mortality Data 
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